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| ‘ | DEFICIENCY)
| i |
{K 000}  INITIAL COMMENTS {K 000}
| |
| ALife Safety revisit survey was conducted on
03/14/2017 for all previous deficiencies cited on ‘
11/13/2017. All deficiencies have been corrected, |
and no new noncompliance was found. The
facility is in compliance with all regulations
surveyed.
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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| DEFICIENCY)
- | : Building Sland N 835 N85
N 835! 1200-8-6-,08 (6) Building Slandards 5 (5) Nohew nteing e shall 5o constcted,
A ) I nor shall major plierations be made fo ah exisling
(6) No new nursing home shall be conslructed, Sursu:n horl:'us “tfjlllmlul pl‘iOf' wrillet spiproval of ho
p ' depariiment, and unless In accortance with plans
E hor S.ha“ ma]or altilerahor?s be .made lo j"'m ex[s“_r?g ; antl specificallone approved In advance by the
nursing home without prior writfen approval of the depariment, Belore any new nursing home |5
| deparlment, and unless in accordance With plans i licensod or belore any oltération or axpanalon of
OB e : s I |
| and specifications approved in advance by lhe I g‘;';’?ék;;ﬂn:rfflﬂ? llrc:n;u c:;g}bc ﬂr)[:rt:ved.tihe( :
H . . - e & Nigh lwno compleia sote o
1 depariment. Before any new nursing home s { it wisc 2 pcfiatiors e oL
{ licensed or before any alteration or expansion of logiathar vl feas and other infamiation ay
: a licensed nursing home can be approved, lhe ! l’cqu({ed.uP:ans and }l}poclﬂcallo'ns for new
¥ . ¥ : ] + conslruclioh and major renovaftons, othar than
! applicant must ?l.)r[-”'?h LWU (2) complele sets of 1 minor alteraltons not affecling fire and life salely 12-31-17
i plans and _specn‘ ications to the depar@rnam. of unclional issues, shall be preparod by or
| together wilh fees and other information as « undr Lhe diracllon of a ficonsed arehllec! andfor
| required. Plans and specifications for new a licenged englnoer and i accordance wilh the
i s - : tules of (hée Board of Archllaclural enc ]
! consliruction and major renovations, other than Enalnecting Examiners ‘
i minor alterations not affecling fire and life safety The door was relocated 10 the center i
_ or funclional issues, shall be preparec} by or of the dining room, There wasn't a :
; undar the direction of a licensed archilect and/or n‘.mj'ur change in the design of the |
. a licensed englneer and in accordance with the dining room. |
i rules of the Board of Architectural and A requost will be made ta the TN 1
g Engineering Examiners. Depurlfnenl of Heallhy regarding )
\ relocating the cntrance Lo the dining
room,
!
{ This Rule is not mel as evidanced by: -
| Based on observation and interview, {he facility
! made major alleralions (o the building without
; prior approval from the Tennessee Depattment of
; Health.
i The findings included: >
| H
! Qbservation and inlerview on 11/13/2017 at 11:38 )\\0 (t
©AM, revealed the facllity removed one door from \f O‘V 05{
i the dining room and crealed a medication carl
i alcove and relocaled another door changing the
i exits from (he dining room,
i
i The mainlenance supervisor was present when 1
| the deflclency was identified and the . :.
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N 835! Conlinued From page 1 N B35 |
{ administrator acknowledged the daficiency '
, during the exit conference an 11/13/2017,
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